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ABSTRACT
Introduction: Nur ses ar e the most tr usted pr ofessional gr oup in the United States. As such,
examination and exploration of concepts or phenomena, either positively or negatively affecting nurses’
ethical decision-making and moral actions, are needed. While nursing literature is abundant on moral
distress and its negative impact, literature on moral comfort (MC; a positive phenomenon) is sparsely
available. The purpose of this concept analysis is to explore MC within nursing literature and other
disciplines to identify moral comfort’s defining attributes, antecedents, consequences, and empirical
referents.
Methods: Walker and Avant’s eight-step concept analysis approach was used.
Results: Six articles were included in this concept analysis. Two defining attributes emerged: 1) the
nurse’s willingness to take moral action despite personal consequences and 2) peace of mind related to
taking moral action. Antecedents included internal factors (moral commitment, moral competence and
moral courage with nursing experience and expertise) and external factors (administrative support/
empowerment, participation in decision-making, access to information and human/material resources,
ethical climate, and role clarity/boundaries). The main consequence of moral comfort is nurses’ peace
of mind. Empirical referents were: 1) nurses taking action by speaking out and questioning, 2) nurses’
verbalization of feelings of peace and/or satisfaction with their decisions and actions, 3) organizational
ethical climate and support, and 4) nurses’ individual moral qualities and expertise.
Conclusions: Although the body of knowledge was limited, the results of this concept analysis provide
a foundation for future exploration, examination, and expansion of our knowledge and understanding of
moral comfort in nursing.
Keywords: Moral comfort, moral distress, moral dilemma, moral situation, concept analysis, moral
courage, moral agency, moral resilience, ethics of the ordinary, macroethics, microethics

INTRODUCTION

Nurses are the most trusted professional
group in the United States as rated by 89% of
Americans per the Gallup Group’s 2020 annual
Honesty and Ethics poll, trailed by physicians
(77%) and grade-school teachers (75%) (Reinhart,
2021). Regardless of the healthcare setting, individuals rely on nurses as their caregivers, trusting
them to act ethically on their behalf. Additionally, delivery of safe, quality nursing care is a professional expectation, as well as that of healthcare
consumers, organizations, and regulatory agencies. Although nurses are entrusted with provid37
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ing ethical, safe nursing care, many factors affect
nursing practice, with one crucial factor being
nurses’ ethical decision-making and moral actions
(Cerit & Dinc, 2012; Nora et al., 2016; Rizalar &
Baltaci, 2020).
Nurses regularly encounter patient-related
moral quandaries in which their ability to make
and act upon sound ethical decisions is needed to
achieve the best outcomes for patients and
healthcare organizations. As such, understanding
nursing phenomena, such as moral distress (MD)
and moral comfort (MC), which respectively
disrupt or potentially promote nurses’ ethical
Baptist Health South Florida
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decision-making and/or moral actions, is necessary. However, while MD literature is abundant
spanning over almost 40 years, literature on MC
is sparse (Butler et al., 2020; Catlin et al., 2008;
Cavaliere et al., 2010; Corley, 1995; Corley,
2002; Donkers et al., 2021; Epstein & Hamric,
2009; Glasberg et al., 2008; Gray et al., 2021;
Gutierrez, 2005; Hanna, 2004; Jameton, 1984;
Meltzer & Huckabay, 2004; Miljeteig et al., 2021;
Pauly et al., 2009; Sperling, 2020). The purpose
of this concept analysis is to explore MC within
nursing and other disciplines to identify MC’s
defining attributes, antecedents, consequences,
and empirical referents using Walker and Avant’s
(2011) approach.
Potential Outcomes of Moral Quandaries
Corley (2002) proposed that moral quandaries
have two potential outcomes for nurses: a negative outcome (moral distress) or a positive
outcome (moral comfort). Moral distress “arises
when one knows the right thing to do, but institutional constraints make it nearly impossible to
pursue the right course of action” (Jameton, 1984,
p. 6); it results from the inability of nurses to act
on their moral decisions when faced with a moral
dilemma (Jameton, 1984). Conversely, MC is “an
individual’s feeling of ease about a decision
related to ethical problems. It occurs when the
professional is able to make decisions in the best
interest of patients, has his or her ideas about the
patient considered in the care plan, or is able to
relieve or reduce the patient’s suffering” (Corley
& Minick, 2002, p.9). Theoretically, when placing these phenomena on a spectrum of moral
quandary outcomes, MD is the negative outcome,
with MC on the opposite end of the spectrum as
the positive outcome (Corley, 2002). While
knowledge of MD in nursing is vast, literature on
MC is sparse. As the positive outcome of moral
quandaries, gaining more insight on MC is
warranted, supporting the need for this concept
analysis. However, a discussion of MD and moral
quandary perspectives is needed prior to moving
forward to the concept analysis of MC.
Moral Distress: Accumulation of Unresolved
Moral Injury
Moral dilemmas, such as end-of-life care conflicts, futile treatments during end-stage disease
processes, care rationing, and healthcare professional incompetence, are the types of moral
quandaries often associated with MD studies,
which aligns with a macroethics perspective

(Butler et al., 2020; Donkers et al., 2021; Gray et
al., 2021; Miljeteig et al., 2021; Sperling, 2020).
According to Worthley (1997), macroethics include unquestionably serious and grand-scale, but
less frequent, moral quandaries confronted by
healthcare professionals as a whole. While
evidence shows low frequency of MD, its intensity is indelibly high, leaving its injurious imprint
on nurses’ psyche (Epstein & Hamric, 2009;
Webster & Baylis, 2000). The major hazard of
MD related to nurses’ psyche is accumulation of
moral residue (lingering of negative feelings associated with unresolved moral injury), which
subsequently decrease a nurse’s threshold for
coping with future exposures to MD (Epstein &
Hamric, 2009; Webster & Baylis, 2000). Therefore, while MD is a low-frequency issue, its
negative imprint on nurses’ psyche is strong leading to various consequences.
A consequence of MD is nursing burnout
(Kalisch, 2015) which contributes to job dissatisfaction, nurse turnover rates, and staffing
inadequacies (Catlin et al., 2008; Cavaliere et al.,
2010; Corley, 1995; Epstein & Hamric, 2009;
Glasberg et al., 2008; Gutierrez, 2005; Meltzer &
Huckabay, 2004). Moral distress is also correlated
with the occurrence of compassion fatigue in
nurses, which results from burnout plus secondary traumatic stress (Figley, 1995; Ledoux, 2015;
Pauly et al., 2009). Lastly, MD is linked to missed
nursing care, which is “any aspect of standard,
required nursing care that is not provided” (Kalisch, 2015, p. 17).
While literature is rich on factors contributing
to nurses’ MD, its potential negative sequelae,
and potential strategies for dealing with its
negative aftermath, such as building moral resilience (Rushton, 2016; Young & Rushton, 2017),
proposed strategies for preventing MD are scarce.
Additionally, MD studies have often been conducted primarily in specialty areas of nursing
practice (e.g., intensive care units, oncology units,
emergency departments, and COVID-19 units),
consequently excluding a larger population of non
-specialty nurses. Furthermore, moral quandaries
associated with studies of MD in nursing are often within a macroethics perspective – large-scale
moral dilemmas. Literature and studies examining
moral quandaries in nursing from a microethics
perspective (i.e., ethics of the ordinary) – the less
visible, yet more common ethical challenges that
surface on a daily basis in which ordinary, indirect, and subtle moral actions must be taken
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(Worthley, 1997) – are sparse. Inquiries focused
on common everyday moral quandaries
[microethics; also known as moral situations*]
within specialty and non-specialty nursing areas
of practice have not been widely examined. Moreover, inquiries on the positive outcome of moral
quandaries (i.e., moral comfort) and by default
more frequent occurrence of MC, from the macroethics and microethics perspectives, are scarce.
Examination of the positive outcome of moral
quandaries across all nursing areas of practice
with consideration of the macroethics and microethics perspectives may potentially shed light on
the factors associated with MC. However, a better
understanding is needed to guide future inquiries
related to MC. This concept analysis serves as
introductory work to initiate expansion of
knowledge related to MC in nursing within the
context of everyday lower scale moral situations
(microethics) and less common but larger scale
moral dilemmas (macroethics) with applicability
to all areas of nursing practice.
CONCEPT ANALYSIS METHOD
Walker and Avant’s (2011) eight-step
approach was selected for the exploration of MC
because of the rigor provided by the clearly
defined steps and its final step, identification of
“empirical referents”, which is particularly helpful for developing instrument items. The eight
steps of Walker and Avant’s approach are as
follows: 1) select a concept, 2) determine aims
and purposes of analysis, 3) identify all uses of
the concept, 4) determine the defining attributes,
5) identify a model case, 6) identify borderline,
related, contrary, invented, and/or illegitimate
cases, 7) identify antecedents and consequences,
and 8) define empirical referents.
RESULTS
Uses of the Term “Moral Comfort” in
Literature
In December 2018, a search of the Cumulative Index of Nursing and Allied Health
(CINAHL), Embase®, APA PsycInfo, and PubMed databases using “moral comfort” as the key
words was conducted with no limitation on publication dates. A repeated search in January 2021
did not yield new results. Following elimination
of irrelevant articles and review of the pertinent

articles in full, five articles were retained. A
Google Scholar search of one author resulted in
locating a relevant book chapter. A total of six
items (five articles and one book chapter) were
included in the review. The term “moral comfort”
was found in nursing, philosophical, and anthropological literature. In the nursing literature, its
use was limited to moral dilemmas or moral
situations in nursing in conjunction with the concept of MD. A definition of MC was provided by
Corley and Minick (2002). Definitions of MC in
nursing were not found in other nursing literature
discussing MC.

Moral Comfort in Non-Nursing Literature
In the philosophical literature, moral comfort
was used as alternate phrasing for philosopher
Immanuel Kant’s critical concept of the dynamically sublime, where sublime, in the context of
humankind’s inferiority to nature, is described as
fear or frustration with nature but also with a feeling of pleasure or sense of elevation (Kravitz,
2018). Even though nature, such as earthquakes
and other natural disasters, may pose a threat to
humanity, nature itself is seen as moral and as
such cannot annihilate moral human beings. Thus,
human beings experience moral elevation (moral
comfort).
The term moral comfort was also used in an
anthropological phenomenological study of victims in post-dictatorship, post-conflict Argentina
(Van Roekel, 2018). Van Roekel analyzed trauma
as a moral category. Argentinian victims’ traumatic experience with violence and suffering
(rape, physical torture, or assassinations) altered
the way they engaged with and in the world
shattering their familiarity of everyday existence;
furthermore, they were unable to verbalize the
experience. Van Roekel identified victims’ reflection and verbalization of traumatic experiences as
an ethical performance of working through and
dealing with the trauma, called “traumatic
home” (being at home in a familiar world), that
helped victims reinstate a reflective moral disposition of everyday life. The ongoing expression of
trauma was identified as the source of the victims’ everyday moral comfort.
Moral Comfort in Nursing Literature
In a qualitative study focusing on care of the
dying patient, Wurzbach (1996) was the first to
introduce the concept of MC. Wurzbach (2008)
described comfort as an ethical principle of

*Moral situations: the typical ethical concerns that arise from the daily decisions and circumstances of nurses (Jameton, 1992, p. 101).
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“doing” and “feeling”. “Doing” was nurses’ ability to do the right thing for patients and families
thus bringing them comfort. “Feeling” was the
nurse’s sense of peace associated with their
actions. Conversely, when nurses felt their actions
did not align with the moral ideals of good nursing practice (i.e. “the good nurse”), they experienced moral discomfort (feelings of anger, guilt,
difficulty sleeping, and not feeling at peace) and
moral regret (reflecting on their “less than ideal”
decisions and actions) contributing to MD
(Wurzbach, 1995; Wurzbach, 2008).
Corley (2002) incorporated the concept of
MC in nursing into a model for a theory of MD,
identifying it as an alternate outcome of a moral
problem or dilemma. Corley identified attributes
and consequences of MC and MD arising from
either the presence or absence of individual
(internal) and/or environmental (external) factors
or sources. Consequences of MC and MD are categorized in relation to their positive or negative
impact on nurses, as well as patients and the
healthcare organization. Corley (2002) asserted
that the presence of individual factors, such as
moral competence, moral courage, and moral behavior (action) lead to MC, and their absence
leads to MD, as well as environmental factors, i.e.
the work environment.

Corley and Minick (2002) provided three aspects that affect MC: individual (psychological),
organizational, and societal. The individual perspective includes advocating “the right thing” for
patients, increasing nursing expertise, providing
nursing role clarity, and cultural competence. The
organizational perspective includes employee’s
perceptions of an ethical work environment, as
well as power and participation in decisionmaking. They identified four essential elements
for providing employees with power: access to
information, administrative support, resources,
and opportunity for growth in professional power,
strength, and confidence. Lastly, societal interventions include “encouragement of dialogue
about values and identify sources of value conflict
at a community, state, and national level” (Corley
& Minick, 2002, p. 13). In addition to providing
the three perspectives of MC, Corley and Minick
were the only nurse scholars who defined MC
(definition provided in a previous section); although, they did not provide the method for arriving at this definition. Corley and Minick asserted
that more research-based approaches to decrease
MD by promoting MC are needed. The purpose
of this concept analysis supports this goal as well.
Defining Attributes of Moral Comfort

Two defining attributes of MC in nursing
were identified (Table 1). The first is the nurse’s

Table 1
Attributes of Moral Comfort in Nursing
Attribute
Willingness to
take moral
action despite
personal
consequences

Literature
Moral behavior (moral agency)

Reference
Corley (2002)

 “…taking moral action will require some level of moral courage

that leads to moral comfort” (p. 647)

Advocacy/Taking Risks (moral courage)

Corley and
Minick (2002)

 Going above and beyond policy
 Questioning physicians
 Speaking out

Peace of mind
related to
taking moral
action

Doing and Feeling = Comfort
 Feeling: nurses' comfort came from patients' sense of peace
 Doing: knowing they did the right thing and providing "good"

nursing care led to nurses' peace of mind and comfort

 Feeling: “experiencing comfort as a sense of peace” (p. 62)
 Doing: “meeting the needs of both the dying and their families

Wurzbach
(1996)
Wurzbach
(2008)

and promoting their comfort” (p. 62)

Nursing and Health Sciences Research Journal ·Vol 5, No 1, 2022

https://scholarlycommons.baptisthealth.net/nhsrj/vol5/iss1/6
DOI: 10.55481/2578-3750.1132

40

40

Bermudez: A Concept Analysis of Moral Comfort in Nursing

willingness to take moral action despite personal
consequences. This attribute requires moral
courage, which precedes moral agency. Moral
courage, which is “acting according to one’s
convictions and doing what one thinks is right
despite criticism in moral contexts” (Numminen
et al., 2017, p. 879). Patient advocacy may entail
taking risks such as receiving opposing or negative responses when challenging or questioning
organizational policies or other healthcare professionals (i.e., physicians) (Numminen et al., 2017).
Moral agency, or moral behavior, is when an individual takes action on a moral decision based on
what is determined as the “right” course of action
rather than from forced choices (Corley, 2002;
Corley & Minick, 2002; Wurzbach, 1996;
Wurzbach, 2008; Yarling & McElmurry, 1988).
Participants in Wurzbach’s (1996) qualitative
study described this as “doing” – providing good
nursing care and meeting the needs of the patients
and their families leading to comfort. Nurses are
patient advocates (American Nurses Association,
2015; Choi, 2015; Davoodvand et al., 2016; Gerber, 2018; Lucatorto et al., 2016; Water et al.,
2016), therefore moral courage and moral agency
are required when dealing with either moral dilemmas or moral situations.

The second defining attribute of MC is experiencing peace of mind related to taking action on
a moral decision (Wurzbach, 1996; Wurzbach,
2008). Wurzbach concluded that nurses experienced comfort when they believed their actions
were “right” leading to a sense of serenity and an
at-peace conscience. Essentially, MC is achieving
peace of mind that results from having the courage to take action on a moral decision regardless
of consequences to self.
Illustrating Moral Comfort’s Defining Attributes
Walker and Avant (2011) recommend the
development of various types of cases or scenarios to illustrate the concept in terms of its defining
attributes. Inclusion of model (representative of
all defining attributes), borderline (representative
of some, but not all, defining attributes), contrary
(no defining attributes represented), and related
cases (other related concepts with some [but not
all] of the defining attributes) is a requisite for
this concept analysis approach. If a concept
requires further elucidation, invented and/or illegitimate cases are recommended. This concept
analysis includes model, borderline, contrary, and
related cases.
41
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Model Case 1: Moral Comfort Experienced. A nurse is concerned regarding a physician’s prescription of aggressive chemotherapy
treatment for a patient with end-stage pancreatic
cancer. The patient also expressed uncertainty
about the course of treatment. The nurse feels it
will not benefit the patient potentially causing
undue suffering. The physician listens to the concerns, thanks the nurse for the information, and
agrees to discuss other treatment options with the
patient. The nurse is satisfied and at peace with
the decision that was made and the subsequent
actions.

Model Case 2: Moral Comfort despite Colleague’s Response and Actions. A nur se is concerned about a confused and agitated patient who
continuously gets out of bed without assistance
and has already fallen once. The charge nurse
instructs the nurse to move the patient to a room
located at the end of the hallway, not within close
proximity or view of the nurse’s station. The
nurse voices concern regarding moving the
patient and feels this is not the right decision.
However, the charge nurse is insistent and personally moves the patient. Subsequently, the
patient falls on the following shift resulting in a
fractured wrist. The nurse learns about the
patient’s fall the next day and feels at peace with
voicing the concern (taking action) despite the
charge nurse’s response and actions, although is
not happy that the patient fell resulting in patient
harm.
Borderline Case: Almost Moral Comfort.
A nursing assistant (NA) refuses to bathe a homeless patient because of the patient’s strong body
odor and feelings that the patient’s health status is
a result of their own decisions and actions. The
nurse knows this is not right. The nurse decides
the right course of action is to have a frank, yet
professional, conversation with the NA regarding
equitable provision of care to all patients regardless of the situation. However, this NA is known
to be unkind and abrasive with coworkers. The
nurse instead decides to bathe the patient and
have the conversation with the NA at a later time.
The nurse converses with the NA the next day,
but the conversation is surprisingly received well.
The nurse is at peace with having provided the
patient with a bath, but not at peace with delaying
the conversation with the NA regarding the inappropriateness of the situation.
Contrary Case: Moral Distress. A nur se
questions the dose of a prescribed medication for
Baptist Health South Florida
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a patient with congestive heart failure. The nurse
is certain that it is a mistake that will bring harm
to the patient. While considering to voice the concern, the nurse recalls that the prescribing physician is not amenable to discussions regarding
medical treatment. The nurse proceeds to administer the dose as ordered. For the next week, the
nurse questions the decision and inaction, feeling
more should have been done and wondering if the
right thing was done to prevent negative consequences for the patient.
Related Case: Moral Resilience. Mor al r esilience is a related concept to MD and therefore
is related to MC (Young & Rushton, 2017). Moral resilience is “the capacity of an individual to
sustain or restore their integrity in response to
moral complexity, confusion, distress or setbacks.” (Young & Rushton, 2017, p. 581). Moral
resilience is important in nursing because, while it
would be ideal to eradicate MD, unfortunately it
is not entirely avoidable (Rushton, 2016). Therefore, nurses’ ability to “bounce back” from moral
situations in which moral agency was prevented is
key. However, the need for moral resilience
implies the potential for the occurrence of moral
injury and/or MD. The researcher postulates that
a better understanding of MC will provide
information to increase 1) nurses’ awareness of
internal factors, 2) and organizational nurse leaders’ awareness of external factors that contribute
to MC, thereby preventing the occurrence or lessening the severity of MD.
Antecedents and Consequences
Antecedents: Internal and External Factors
An antecedent of MC is the presence of a
moral quandary (moral dilemma or moral situation). Without a moral quandary, the outcome of
MC would neither occur or exist. Additional
antecedents to MC, in the presence of a moral
quandary, were identified and categorized as
internal (individual) and external (environmental)
factors. Internal factors influencing MC are the
nurse’s: 1) Moral commitment to “good nursing
practice” (Wurzbach, 1996), 2) possession of
moral competence (knowledge) and moral courage which motivate moral action/agency (Corley
& Minick, 2002), and 3) expertise and experience
with previous moral dilemmas (Corley, 2002).
External factors influencing MC are: 1) nursing
empowerment through administrative support, 2)
availability of material and human resources, 3)
access to organizational information, 4) opportu-

nities to participate in decision-making related to
nursing practice, 5) organizational mission and
ethical climate contribute, and 6) clarity of the
nurse’s role with established boundaries (Corley
& Minick, 2002).
Consequences of Moral Comfort
The primary consequences identified through
this concept analysis were achievement of nurses’
peace of mind (i.e., sense of peace and serenity)
(Corley & Minick, 2002; Wurzbach, 1996;
Wurzbach, 2008), prevention of MD in nurses
(Corley, 2002; Corley & Minick, 2002), and
keeping patients and family safe and comfortable
(Wurzbach, 1996; Wurzbach, 2008).
Empirical Referents
Empirical referents are measurable aspects of
phenomena closely related to and sometimes
identical to the concept’s defining attributes
(Walker & Avant, 2011). Several empirical referents related to the defining attributes of MC, as
well as its antecedents, were identified. Empirical
referents related to the defining attributes were
identified as: 1) nurses taking action by speaking
out and questioning, and 2) nurses’ verbalization
of feelings of peace and/or satisfaction with their
decisions and actions. The empirical referents
related to antecedents were grounded in nurses’
perceptions of 1) organizational ethical climate
and support (having the organizational components of administrative support, access to
appropriate information, adequate resources,
opportunity to participate in decision-making, and
positive ethical environment), and 2) possessing
the individual qualities of nursing expertise, experience with moral dilemmas, ethical competence,
moral courage, and understanding of their role as
a nurse, and moral commitment to good nursing
practice.

DISCUSSION
Illustrating Moral Comfort
The results of this concept analysis have illuminated a scarcely explored concept in nursing –
moral comfort. Based on the available literature,
the researcher identified MC’s defining attributes
[1) the nurse’s willingness to take moral action
despite personal consequences and 2) peace of
mind related to taking moral action] and incorporated them into illustrative case scenarios. The
cases showed MC in the presence and/or absence
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of one or both defining attributes. The model and
borderline cases depicted MC as an achieved state
of mind directly related to its defining attributes.
Moral Comfort: A State of Mind
Comfort, in general terms, is “a feeling of
relief or encouragement”, “contented well-being”,
and “a satisfying or enjoyable experience” (Merriam
-Webster, n.d.). In their exploration of the concept
of comfort in patients, Tutton and Seers (2003)
examined comfort as defined by Morse (1992)
and the Oxford English Dictionary (Oxford University Press, n.d.). Morse defined comfort within
patient illness “as the label for the end state of
therapeutic nursing actions for a patient” and as
“a state of well-being that may occur during any
stage of the illness-health continuum” (p. 93).
According to the Oxford English Dictionary,
comfort is “a state of physical ease and freedom
from pain or constraint” or “the easing or alleviation of a person’s feelings of grief or distress”.
Tutton and Seers (2003) concluded, “comfort is
therefore defined as a state [emphasis added],
linked to outcomes such as ease, well-being and
satisfaction” (p. 690). Additionally, peace is a
synonym for comfort defined as “freedom from
disturbance; tranquility” or “mental or emotional
calm” (Oxford Dictionary, n.d.). Furthermore,
while Anderson (2004) defined peace in the
context of war, violence, and aggression, he described peace as a condition or state experienced
by individuals. Although not specific to nurses’
experiences, the attributes within these definitions
of comfort (state of ease, well-being, and satisfaction) and peace (a state that is experienced) align
with Corley and Minick’s (2002) definition of
MC, as well as MC’s defining attribute – peace of
mind – in relation to the outcome of moral quandaries. Therefore, one can surmise that MC is an
achievable state. However, achieving this state is
grounded in the presence and symbiotic relationship of MC’s antecedents.
Moral Comfort’s Symbiotic Antecedents
Moral comfort’s internal (individual) and external (environmental) antecedents play important
roles in nurses’ ability to and likelihood for taking
moral action when faced with moral quandaries,
thereby potentiating achievement of MC. Furthermore, internal and external antecedents have a
symbiotic relationship. Internal antecedents encompass a nurse’s moral aptitude (i.e., moral
commitment, moral competence, and moral courage) for identifying and responding to moral
quandaries setting the foundation for taking moral
43
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action. However, while internal antecedents may
be present, taking moral action (i.e., moral agency) is dependent upon external antecedents.
External antecedents are an organization’s culture, support systems, and leadership model
which encourage and empower nurses’ to take
moral action, thereby promoting achievement of
MC. Inversely, while organizations may have established mechanisms supportive of nurses’ moral
actions but without the presence of nurses’ ability
to discern the need for moral action, MC may not
be achieved. Therefore, nurturement and establishment of internal and external antecedents are
essential to achieving MC, and thereby, preventing MD.
Limitations
While this concept analysis has provided
insight into MC, a relatively undeveloped concept
in nursing, a significant limitation was the dearth
of literature on the concept. Therefore, the defining attributes, antecedents/consequences, and
empirical referents derived from this analysis are
not exhaustive highlighting the necessity of
further inquiries and investigations to test the
identified components and potentially uncover
additional components. Despite this limitation,
the results of this concept analysis provide a basis
for future work involving exploration of MC in
nursing fulfilling the purpose and intent of this
paper.
CONCLUSION
Nurses are the most trusted professional
group in the US, with provision of ethically
based, quality nursing care as an expectation.
Several factors influence, positively or negatively,
nurses’ ethical-decision making and moral actions
when addressing moral quandaries. As such,
understanding the sparsely examined nursing phenomenon of MC, the positive outcome of moral
quandaries, is greatly needed. Through this concept analysis, the researcher has provided an
introductory analysis of the available literature on
MC, albeit limited, to subsequently encourage
and inform further research inquiries and investigations, thus increasing the body of knowledge of
moral comfort in nursing.
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